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The Great American Smokeout — November 19, 1992 


Since 1977, the American Cancer Society (ACS) has sponsored the Great Ameri- 
can Smokeout to foster community-based activities that encourage cigarette and 
smokeless-tobacco users to stop using tobacco products for at least 24 hours. 
Local activities for the Great American Smokeout include distributing anti-tobacco- 
use materials to interested schools, hospitals, businesses, and other organizations; 
encouraging retail businesses not to sell tobacco products and restaurants and 
other businesses to be smoke-free for the day; and providing media coverage of 
prominent local citizens who have pledged to stop smoking for the day. 

During 1991, 83% of adults in the United States knew of the Great American 
Smokeout, an increase of approximately 2% from 1990 (7). Approximately one 
third of U.S. smokers participated in this national campaign: 7.1 million (14.2%) 
smokers reported quitting for the day, and 10.6 million (21.3%) reported reducing 
the number of cigarettes consumed on that day (7). In addition, approximately 
1 million more smokers reported quitting smoking for 1-3 days after the Smokeout 
in 1991 than did in 1990 (7). Although fewer black and Hispanic smokers knew of 
the Smokeout, an estimated 25% of those who did know participated, and 14% of 
black and Hispanic smokers who participated reported that they were not smoking 
1-3 days after the Smokeout (7). 

This year, the Great American Smokeout will be on Thursday, November 19. 
This year’s objective is for 25% of smokers to give up smoking for the 24-hour 
period. The goal of the Smokeout is to encourage cessation and, by doing so, to 
help smokers to realize that if they can quit for 24 hours, they can quit permanently. 
Information is available from local chapters of the ACS; telephone numbers of 
these local chapters are available by telephoning (800) 227-2345. 

Reported by: American Cancer Society, Atlanta. Office on Smoking and Health, National 
Center for Chronic Disease Prevention and Health Promotion, CDC. 


Reference 
1. Lieberman Research Inc. A study of the impact of the 1991 Great American Smokeout: 
summary, Gallup Organization. New York: American Cancer Society, 1991. 
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Cigarette Smoking Among Southeast Asian Immigrants — 
Washington State, 1989 


Since 1975, approximately one million Southeast Asians have immigrated to the 
United States (7 ). In general, the efforts of local public health agencies to meet the needs 
of these immigrants have focused on identifying and treating acute and chronic diseases 
rather than identifying and modifying health-risk behaviors (e.g., smoking) among these 
immigrants (2-4 ). However, efforts to determine the prevalence of smoking suggest that 
smoking rates are high, especially among men of Southeast Asian origin (5-7 ). During 
1989, to characterize cigarette smoking among Southeast Asian immigrants, the Seattle- 
King County (Washington) Health Department surveyed newly arriving Southeast Asian 
immigrants who intended to reside in the county regarding their health problems and 
health-risk behaviors. This report summarizes survey findings regarding their smoking 
habits. 

Washington has the third largest population of Southeast Asian immigrants (an esti- 
mated 50,000) in the United States; approximately 32,000 reside in Seattle-King County 
(B. Duong, Division of Refugee Assistance, Washington State Department of Social and 
Health Services, personal communication, 1992). Each year since 1982, approximately 
1000 persons immigrating to the United States from Vietnam, Cambodia, and Laos have 
received medical screening interviews and examinations at Seattle-King County Depart- 
ment of Public Health clinics. During 1989, Southeast Asian immigrants were 
interviewed in their native language by trained interpreters at the Seattle-King County 
Central Clinic (one of two county public health clinics). Persons aged >18 years were 
asked if they were current smokers (i.e., “Do you smoke now?”), and smokers were 
asked how many cigarettes they smoked per day. A convenience sample of medical in- 
terview records were analyzed for 274 Vietnamese, 147 Laotian, and 112 Cambodian 
immigrants. Of the 533 records analyzed, 280 (52.5%) were for women. 

The overall prevalence of smoking (23.1%) differed substantially by sex and age (Ta- 
ble 1). Men (42.5%) were more likely than women (5.7%) to smoke, and prevalence of 
smoking was higher for men aged 230 years (54.6%) than for men aged 18-29 years 
(29.5%). Among men, prevalence of smoking was highest for Laotians (51.2%), followed 
by Vietnamese (41.7%) and Cambodians (32.8%) (Table 2). 

Reported by: FJ Frost, PhD, K Tollestrup, PhD, Lovelace Medical Foundation, Albuquerque. 
D Vu, Fred Hutchinson Cancer Research Center, Minority High School Apprentice Program; 
ER Alexander, MD, J Riess, Seattle-King County Dept of Public Health, Seattle; Washington State 
Center for Health Statistics, JM Kobayashi, MD, State Epidemiologist, Washington Dept of 
Health. Epidemiology Br, Office on Smoking and Health, National Center for Chronic Disease 
Prevention and Health Promotion, CDC. 

Editorial Note: In Washington during 1988, the overall prevalence of smoking for men 
was 25.5%; therefore, the findings in this report suggest that, in 1989, Southeast Asian 
male immigrants were 1.6 times more likely to smoke than were men statewide. In com- 
parison, the prevalence of smoking among Southeast Asian female immigrants during 
1989 was one fourth that among all women in Washington (8). Previous reports also 
have documented a high prevalence of smoking among Southeast Asian male immi- 
grants, especially Vietnamese (6-7), and low rates of smoking among Southeast Asian 
female immigrants (7 ). 

For at least two reasons, the findings in this report may underestimate actual smoking 
prevalence among Southeast Asian immigrants arriving in Seattle. First, during the im- 
migration health screening interviews, respondents and their family members often 
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Southeast Asian Immigrants — Continued 


discussed how to answer questions, including those about smoking. Several respon- 
dents were advised by family members to deny that they smoked because of concern 
about criticism or penalties (D. Vu, Fred Hutchinson Cancer Research Center, personal 
observation, 1989). Second, the results regarding the number of cigarettes these immi- 
grants smoked per day were unreliably recorded and interviewers did not repeat 
questions regarding smoking habits. In addition, although these results were stratified 
by country of origin, the findings reported represent a small convenience sample of 
newly arriving immigrants screened at one health clinic and, therefore, may not be gen- 
eralizable to newly arriving Vietnamese, Laotian, and Cambodian immigrants elsewhere 
or to the existing Southeast Asian immigrant population in the United States. 

Educational efforts to reduce smoking in the overall U.S. population may not be as 
effective for recently-arrived immigrants because of differences in language and culture; 
in particular, many immigrants may neither understand nor believe health risks are asso- 
ciated with smoking (7). To develop culturally appropriate smoking-prevention and 
smoking-cessation programs in Washington and other locations, the knowledges, atti- 
tudes, and behaviors of Southeast Asian immigrants concerning smoking require further 
characterization (9). In addition, educational materials must be tailored to the cultural 
background of these immigrants, available in their native languages, and evaluated for 
effectiveness. Finally, prevalence of smoking in these and other immigrant populations 
should be monitored through public health surveillance efforts to determine whether 
smoking rates change in relation to years of residence in the United States. 


References 

1. Lin-Fu JS. Population characteristics and health care needs of Asian Pacific Americans. Public 
Health Rep 1988;103:18-27. 

2. Nolan CM, Elarth AM. Tuberculosis in a cohort of Southeast Asian refugees: a five-year surveil- 
lance study. Am Rev Respir Dis 1988;137:805-9. 


(continued on page 861) 


TABLE 1. Prevalence of smoking among Southeast Asian immigrants, by sex and age 
— Washington State, 1989* 





Age group Men Women Total 
(yrs) ‘ (%) (95% Cit) No. (%) (95% Cl) . (%) (95% Ci) 


18-29 (29.5) (22.2-39.7) (3.0) (0.6— 8.3) (17.6) (12.6-22.6) 
30-39 (53.7) (37.4-69.3) (5.6) (1.2-15.7) (26.3) (18.8-37.5) 
40-59 (54.5)  (40.6-68.1) (8.3) (3.3-15.8) (26.6) (19.8-35.2) 

260 (55.9) (37.9-72.8) (7.1) (1.5-19.1) (28.9) (19.3-40.6) 


Total (42.5) (36.2-49.2) (5.7) (3.8-10.4) (23.1) (19.5-26.7) 


*n=533. 
Confidence interval. 











TABLE 2. Prevalence of smoking among Southeast Asian male immigrants, by age 
and country of origin — Washington State, 1989* 





Age group Cambodian Laotian Vietnamese 
(yrs) No. (%) (95% Cit) No.  (%) (95% Cl) No. (%) (95% Cl) 

18-29 3 (13.0) ( 2.8-33.0) 11 (33.3) (18.0-51.9) 22 (33.3) (21.9-45.4) 
230 16 (45.7) (28.8-63.4) 25 (65.9) (43.3-75.1) 28 (51.9) (37.8-65.7) 

Total 19 (32.8) (20.7-45.6) 38 (51.2) (41.1-64.9) 50 (41.7) (33.0-51.3) 


*n=253. 
"Confidence interval. 














856 MMWR November 13, 1992 


FIGURE I. Notifiable disease reports, comparison of 4-week totals ending Novem- 
ber 7, 1992, with historical data — United States 
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*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending November 7, 1992 (45th Week) 





Cum. 1992 Cum. 1992 


AIDS* 39,229 Measles: imported 120 
Anthrax 1 indigenous 
Botulism: Foodborne 16 Plague 

Infant 45 Poliomyelitis, Paralytic' 

Other 1 Psittacosis 
Brucellosis 77 Rabies, human 
Cholera 97 Syphilis, primary & secondary 
Congenital rubella syndrome 8 Syphilis, congenital, age < 1 year! 
Diphtheria 4 Tetanus 
Encephalitis, post-infectious 101 Toxic shock syndrome 
Gonorrhea 416,877 Trichinosis 
H. philus infl (i i i ) 1,120 Tuberculosis 
Hansen Disease 130 Tularemia 
Leptospirosis 39 Typhoid fever 
Lyme Disease 6,682 Typhus fever, tickborne (RMSF) 























*Updated mantis last update Gusher 31, 1992. 

Four cases of have been reported in 1992; 6 of the 9 suspected cases with onset in 1991 were confirmed, 
sand 5 of the 8 suspected cases with onset in 1990 were confirmed; all were vaccine associated. 

SReports through second quarter 1992. 
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TABLE ll. Cases of selected notifiable diseases, United States, weeks ending 
November 7, 1992, and November 9, 1991 (45th Week) 


Encephalitis Hepatitis (Viral), by type a 
alps° Primary | postin Gonorrhea A B | NANB —_ 


1992 1992 1992 1992 | 1991 1992 | 1992] 1992 1992 
UNITED STATES 39,229 577 101 416,877 520,608 17,699 12,804 5,010 
NEW ENGLAND 1,447 24 - . 12,520 
i 44 - 147 
36 - 174 
23 23 49 
722 - L 5,371 
84 - 1,080 
538 - . . , 5,699 
MID. ATLANTIC 10,273 - 61,649 
Upstate N.Y. ’ ° - ' 11,107 
N.Y. City , 23,972 
N.J. - - - J 10,025 
Pa. 16,545 
E.N. CENTRAL 98,294 
Ohio 30,441 
Ind. 9,830 
iM. e 28,426 
Mich. / 23,047 
Wis. : y 6,550 
W.N. CENTRAL 1,110 . 25,728 
Minn. 188 / 2,665 
78 - 3 1,349 1,714 
613 - 15,660 
8 73 
317 
1,524 
3,775 


153,383 
2,528 


17,331 
7,954 
15,941 
44 1,113 
590 - ‘ 31,125 
259 : : - 12,703 
1,144 - 33,683 
4,261 


1,204 

187 

386 

Ala. 416 
Miss. 215 


W.S. CENTRAL 3,753 
Ark. 











Reporting Area 
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N: Not notifiable U: Unavailable C.N.M.L.: Commonwealth of Northern Mariana Islands 
*Updated monthly; last update October 31, 1992. 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks endin 
November 7, 1992, and November 9, 1991 (45th Week) 


Measies (Rubeo!a) Menin- 
Indigenous imported* Mumps Pertussis Rubella 
rosa | Sums | v90z | Sass | Sov | Sase | 19%] Seas | v9s2 | Ssoz] Ssov | v9*2 | Sse | Soot 


UNITED STATES 1 / 2 120 56 2,166 71 2,388 2,334 2 150 «61,308 

NEW ENGLAND - - 13 - 6 3 262 - 

Maine - - - 4 9 - - - "1 54 - 1 
18 > 








Reporting Area 
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“For measies only, imported cases include both out-of-state and international importations. 
N: Not notifiable U: Unavailable * international 5 Out-of-state 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
November 7, 1992, and November 9, 1991 (45th Week) 

Toxic- T Fever 

Reporting Area | (Primary & Secondary sngck, | Tuberculosis = | ck borne) 

Cum. | 

1992 














1991 1992 1991 1992 


UNITED STATES 36,271 19,203 19,730 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
November 7, 1992 (45th Week) 





y Age (Years) 





Reporting Area 








zs.44| 1-24 
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Total 


All Causes, By Age (Years) 





Reporting Area 











NEW ENGLAND 
Boston, Mass. 
Bridgeport, Conn. 
Cambridge, Mass. 
Fall River, Mass. 


Somerville, Mass. 
Springfield, Mass. 
Waterbury, Conn. 
Worcester, Mass. 


MID. ATLANTIC 
Albany, N.Y. 
Allentown, Pa. 
Buffalo, N.Y. 
Camden, N.J. 
Elizabeth, N.J. 
Erie, Pa.§ 
Jersey City, NJ. 
New York City, N.Y. 1,320 
Newark, N.J. 76 
Paterson, N.J. 
Philadelphia, Pa. 
Pittsburgh, Pa.§ 

Reading, Pa. 

Rochester, N.Y. 
Schenectady, N.Y. 
Scranton, Pa.§ 

Syracuse, N.Y. 

Trenton, N.J. 
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Akron, Ohio 
Canton, Ohio 
Chicago, Il. 
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S. ATLANTIC 
Atlanta, Ga. 
Baltimore, Md. 
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Jacksonville, Fla. 
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St. Petersburg, Fla. 
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Southeast Asian Immigrants — Continued 


3. Poss JE. Hepatitis B virus infection in Southeast Asian children. Journal of Pediatric Health Care 
1989;3:311-5. 
4. Swerdiow AJ. Mortality and cancer incidence in Vietnamese refugees in England and Wales: a 
follow-up study. Int J Epidemiol 1991;20:13-9. 
5. Bates SR, Hill L, Barrett-Connor E. Cardiovascular disease risk factors in an Indochinese population. 
Am J Prev Med 1989;5:15-20. 
. Jenkins CNH, McPhee SJ, Bird JA, Bonilla NTH. Cancer risks and prevention behaviors among 
Vietnamese refugees. West J Med 1990;153:34-9. 
. CDC. Cigarette smoking among Chinese, Vietnamese, and Hispanics—California, 1989-1991. 
MMWR 1992;41:362-7. 
.Anda RF, Waller MN, Wooten KG, et al. Behavioral risk factor surveillance, 1988. MMWR 
1990;39(no. SS-2):1-21. 
. CDC. Reducing the health consequences of smoking: 25 years of progress—a report of the Sur- 
geon General. Rockville, Maryland: US Department of Health and Human Services, Public Health 
Service, 1989; DHHS publication no. (CDC)89-8411. 


Cigarette Smoking Among American Indians and Alaskan Natives — 
Behavioral Risk Factor Surveillance System, 1987-1991 


Cardiovascular disease and cancer are two of the leading causes of premature death 
among American Indians and Alaskan Natives (7 ). Although cigarette smoking contrib- 
utes to these diseases, cigarette smoking behaviors among American Indians and 
Alaskan Natives have not been well characterized nationally (2,3). To better assess the 
impact of smoking on these populations, CDC analyzed data obtained from the Behav- 
ioral Risk Factor Surveillance System (BRFSS) during 1987-1991. This report sum- 
marizes the findings from this study. 

Data were analyzed for 3102 American Indians and Alaskan Natives and for 297,438 
white persons aged 218 years from 47 states and the District of Columbia. Data were 
from the BRFSS, a telephone interview survey that uses a standardized, multistage, clus- 
ter sampling design. Data were weighted to provide estimates representative of each 
state. Current smokers were defined as persons who reported current smoking and who 
had smoked at least 100 cigarettes. Survey participants were asked the average number 
of cigarettes smoked per day. SESUDAAN (4) was used to calculate prevalence esti- 
mates, standard errors, and confidence intervals (5 ). 

During 1987-1991, the prevalence of smoking was higher among American Indian 
and Alaskan Native men (33.4%) and women (26.6%) than among white men (25.7%) and 
women (23.0%). Although the prevalence of smoking declined with increasing education 
and income for white men, among American Indian and Alaskan Native men with a col- 
lege education or more, the rate of smoking was substantially higher (37.5%) than for 
whites (14.6%) (Table 1). 

The average number of cigarettes smoked per day among smokers was lower for 
American Indian and Alaskan Native men (19.4) and women (15.5) than for white men 
(21.4) and women (17.7)—a relation that was consistent across age, education, and in- 
come categories (Table 2). 

Reported by: Epidemiology Br, Office on Smoking and Health, and Behavioral Risk Factor 
Surveillance Br, Office of Surveillance and Analysis, National Center for Chronic Disease Pre- 
vention and Health Promotion, CDC. 

Editorial Note: The higher prevalence of smoking among American Indians and Alaskan 
Natives described in this report is consistent with findings from other national surveys 
(6,7). However, because many American Indians and Alaskan Natives in rural areas do 
not have telephones (8 ), this telephone survey may overrepresent urban respondents. 
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American Indians and Alaskan Natives — Continued 


Explanations for the higher smoking prevalence among American Indians and Alas- 
kan Natives may include lower educational attainment, lower income levels, traditional 
cultural practices involving tobacco use, and concurrent alcohol use (2,9 ). Culturally sen- 
sitive and empirically tested prevention and cessation efforts may be necessary to 
adequately address tobacco use in these populations. 

The year 2000 national health objectives have targeted a smoking prevalence of 20% 
or less among American Indians and Alaskan Natives (objective 3.4f) (15% among the 
total population [objective 3.4]) (10). To achieve this objective, smoking-cessation and 
smoking-prevention efforts must be targeted and intensified for these groups. 
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TABLE 1. Prevalence of cigarette smoking among American Indian, Alaskan Native, 
and white adults,* by sex, age, education, and income — United States, Behavioral 
Risk Factor Surveillance System, 1987-1991" 





American indian and Alaskan Native White 
Men Women Men Women 


Category % (95%Ci) % (95% Ci) (95% Cl) % (95% Cl) 
Age (yrs) 
18-24 21.2 (12.2-30.2) 28.0 (17.1-38.8) (22.6-24.9) 23.7 (22.7-24.7) 
25-44 39.7 (33.3-46.2) 27.0 (21.8-32.1) -7 (29.1-30.3) 26.7 (26.2-27.2) 
45-54 39.0 (25.9-52.1) 36.8 (24.0-49.6) .2 (28.1-30.3) 27.3 (26.3-28.3) 
255 (18.1-38.3) ( 8.4-20.3) (17.8-19.0) (15.9-16.9) 
Education 
Less than high 
school diploma 40.5 (31.3-49.7) 29.3 (20.6-37.9) 34.1 (33.0-35.2) 26.4 (25.5-27.2) 
High school 
diploma 30.8 (23.6-38.1) 27.2 (20.8-33.7) 32.2 (31.5-33.0) 27.1 (26.6-27.7) 
Some college 28.4 (20.9-36.0) 26.6 (19.0-34.1) 24.3 (23.6-25.0) 22.8 (22.2-23.4) 
Undergraduate 
degree or higher 37.5 (19.7-55.3) 20.4 ( 6.7-34.1) 14.6 (14.0-15.1) 13.2 (12.7-13.8) 
Annual income 
<$10,000 42.5 (29.8-55.2) 28.5 (21.7-35.3) 29.5 (28.1-31.0) 24.7 (23.9-25.6) 
$10,000-$14,999 42.8 (31.4-54.2) 30.9 (19.0-42.9) 29.6 (28.3-31.0) 26.6 (25.6-27.6) 
$15,000-$19,999 27.0 (16.5-37.5) 27.4 (16.4-38.4) 29.7 (28.4-31.0) 27.8 (26.7-28.9) 
$20,000-$24,999 32.5 (19.6-45.4) 19.6 (11.0-28.2) 30.5 (29.3-31.8) 26.2 (25.2-27.3) 
$25,000-$34,999 27.0 (16.1-38.0) 26.6 (14.4-38.9) 27.1 (26.2-28.0) 25.3 (24.4-26.1) 
2$35,000 31.0 (21.2-40.8) 23.4 (11.8-35.0) 22.1 (21.4-22.7) 19.6 {19.0-20.2) 


Total 33.4 (28.8-37.9) 26.6 (22.4-30.8) 25.7 (25.3-26.0) 23.0 (22.7-23.3) 


*Persons aged 218 years who reported having smoked at least 100 cigarettes and who were 
currently smoking. 


Aggregated, weighted data. 
Confidence interval. 
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TABLE 2. Mean number of cigarettes smoked daily by current smokers among 
American Indian, Alaskan Native, and white adults,* by sex, age, education, and 
income — United States, Behavioral Risk Factor Surveillance System, 1987-1991' 





American Indian and Alaskan Native White 





Men Women Men Women 


Category No. (95%CiI5) No. (95%Ci) No. (95%Ci) No. (95% Cl) 
Age (yrs) 
18-24 16.6 (12.8-20.3) 14.7 (10.9-18.4) 16.1 (15.6-16.5) 14.6 (14.2-15.0) 
25-44 20.1 (17.2-23.1) 15.8 (14.0-17.6) 21.5 (21.2-21.7) 17.9 (17.7-18.2) 
45-54 20.9 (14.6-27.3) 14.9 (11.7-18.2) 24.9 (24.3-25.4) 20.0 (19.6-20.5) 
255 18.0 (11.9-24.1) 18.0 (11.2-24.8) 22.2 (21.7-22.7) 17.6 (17.2-17.9) 
Education 
Less than high 
school diploma 23.7 (19.8-27.7) 15.1 (12.4-17.9) 22.4 (21.9-22.9) 19.3 (18.9-19.7) 
High school 
diploma 17.7 (14.3-21.0) 14.8 (12.8-16.7) 21.6 (21.3-21.9) 17.8 (17.6-18.1) 
Some college 18.8 (14.7-22.8) 17.9 (14.6-21.2) 20.9 (20.5-21.3) 17.1 (16.8-17.4) 
Undergraduate 
degree or higher 12.9 ( 7.1-18.7) 12.2 ( 8.4-16.1) 20.2 (19.7-20.7) 16.4 (15.9-16.8) 
Annual income 
<$10,000 18.2 (15.1-21.3) 18.0 (15.0-21.1) 19.9 (19.2-20.6) 18.1 (17.7-18.5) 
$10,000-$14,999 16.9 (11.8-22.0) 14.6 (10.4-18.8) 20.1 (19.4-20.7) 17.7 (17.2-18.1) 
$15,000-$19,999 14.2 ( 9.9-18.4) 13.3 (10.8-15.8) 21.4 (20.8-22.0) 18.2 (17.7-18.7) 
$20,000-$24,999 21.8 (15.6-28.1) 12.2 ( 9.2-15.1) 21.6 (21.0-22.2) 17.7 (17.2-18.1) 
$25,000-$34,999 22.9 (15.5-30.3) 16.7 (14.1-19.2) 22.0 (21.5-22.4) 17.6 (17.3-18.0) 
2$35,000 19.6 (13.6-25.5) 16.3 (11.2-21.4) 21.9 (21.5-22.3) 17.7 (17.4—-18.1) 


Total 19.4 (17.2-21.6) 15.5 (13.9-17.1) 21.4 (21.2-21.6) 17.7 (17.6-17.9) 











*Persons aged >18 years who reported having smoked at least 100 cigarettes and who were 
currently smoking. These data include only persons who reported smoking one or more 
cigarettes per day. 

' Aggregated, weighted data. 

Confidence interval. 
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